Changes in pulmonary function in systemic sclerosis Sir, Abramson et al. have recently presented a follow-up study of the pulmonary function in 66 cases with systemic sclerosis (SSc).' We have also performed a follow-up of spirometric function study in 52 patients with SSc by Pulmostar (Fenyves-Gut, Basel, Switzerland) volumestable equipment. 2 The female/male ratio was 51/1, and 15 patients showed symptoms of diffuse cutaneous systemic sclerosis. The mean age at the onset of disease was 38.4 ± 8.8 years. The second investigation followed our first pulmonary function tests by a mean of 4.2 ± 3.8 (1) (2) (3) (4) (5) (6) (7) (8) years.
In contrast to the geographic and genetic differences between the two patient populations, our findings, as shown in Table I , give further additional data that the majority of patients have abnormal lung function when first tested, but overall significant worsening of spirometry (including vital capacity and forced expiratory volume in one second (FEV,)) is not characteristic of the alcohol) rather than a strict regimen of antiseptic cleansing of the venepuncture site, as the former has been our recommended practice for many years. Only 46% of their positive blood cultures were considered to be true-positives, the remainder being deemed contaminants. The authors conclude that such contamination is usually due to laboratory handling and processing rather than skin contamination at venepuncture. However, the patient's skin represents only one possible source of extrinsic contamination. Whilst contamination in the laboratory is recognized,2 the bulk of reports of pseudobacteraemia describe contamination occurring on the ward, for example, antiseptic solutions for 'skin-prep' (Pseudomonas sp.),3 ESR bottles (coliforms)4 and house officers who were removing butterfly hub caps with their teeth (streptococci)!s Contamination with Bacillus species has occurred from alcohol swabs6 and medical gloves.7 We have ourselves observed contaminated cultures caused by Bacillus spores in 70% alcohol (unpublished observation). The single most important contaminant in the study of Shahar et al. was indeed a Bacillus sp. and we wonder whether the authors excluded these sources of ward-based contamination.
A further source of contamination which the authors fail to consider is that of intrinsic contamination, that is, transient bacteraemia. This is well recognized and occurs frequently during medical and dental procedures,8 but is also provoked by activities such as brushing teeth9 and chewing hard sweets'" in up to 22% of subjects. It also occurs spontaneously; as early as 1935 Okell and Elliott" detected streptococcal bacteraemia in 10.9% of a sample of normal adults before dental manipulation. Recent studies suggest that spontaneous bacteraemia, principally with Staphyloccocus epidermidis, is the most important cause of false-positive blood cultures, occurring in 1.7% of healthy adults.'2 Zierdt'3 in the type of controlled study suggested by Shahar Third degree heart block in acromegaly Sir, Intraventricular conduction defects and arrhythmias are common in acromegaly.' However, third degree heart block in acromegaly has not to our knowledge previously been reported.
A 57 year old male presented with an episode of syncope. The attack lasted a few seconds and was not associated with seizure, palpitation or chest pain. He had had hypertension for 10 years, impotence for 3 years and diabetes mellitus for a year. Physical examination revealed a large, coarse-featured man with obvious features ofacromegaly. His pulse rate was 56/min, regular in rhythm, and did not change with posture. His blood pressure was 180/85 mmHg supine and 150/80 mmHg on standing. Examination of the jugular venous pulse revealed irregular 'cannon' a waves. The first heart sound was variable in intensity.
Electrocardiograph showed the presence of third degree heart block with wide QRS complexes and a ventricular rate of 56/min. Serum electrolytes, calcium and magnesium levels were normal. Chest X-ray showed cardiomegaly. The skull X-ray demonstrated a large pituitary fossa with-a thin floor and computed tomographic (CT) scan of the brain revealed a pituitary tumour with suprasellar extension and erosion of the sphenoid sinus. Basal growth hormone level was elevated at 23.7 mIU/I (normal <7 mIU/l). This failed to suppress during an oral glucose test using 75 g glucose. Temporary pacing was instituted shortly following admission.
Further tests performed showed no significant heart rate response to exercise, intravenous atropine or isoprenaline infusion. An echo-Doppler examination of the heart showed minimal left ventricular hypertrophy, and normal mitral, aortic and tricuspid valves. There was no myocardial calcification or echocardiographic pattern suggestive of amyloidosis. Failure to respond to exercise, atropine and isoprenaline and the wide QRS of the escape pacemaker suggest the block is infraHisian. A permanent ventricular demand pacemaker (VVI) was implanted and he subsequently had a normal paced rhythm. He then underwent an uneventful transphenoidal hypophysectomy.
It is unlikely that the third degree heart block in this patient represents a problem unrelated to his acromegaly. There was no suggestion ofdigitalis intoxication, myocardial infarction, calcific aortic stenosis, cardiac amyloidosis or ventricular septal defect, all of which can cause third degree heart block. Idiopathic sclerosis of the conduction system and myocarditis, known causes of third degree heart block,2 are more difficult to exclude. Myocardial biopsy was not performed. Diffuse interstitial myocardial fibrosis and myocarditis are common pathological findings in acromegalics with cardiac disease.3'4 In this patient the third degree heart block is considered secondary to diffuse interstitial fibrosis involving the conduction system.
